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CLINICAL VISTAS

Spontaneous paracentesis through an umbilical hernia

46-year-old woman with alcoholic

cirrhosis and a 1-year history of as-
cites experienced spontaneous paracen-
tesis through a previously asympto-
matic umbilical hernia at an area of skin
breakdown (Fig. 1). The painless, non-
bloody drainage, of which the patient
was unaware, occurred over about 30
minutes while she was in the shower.
Her weight had been 60.3 kg, and the
drainage resulted in a loss of 15.4 kg.
She had previously been treated with
regular, large-volume paracentesis
(14 L removed monthly) and trimetho-
prim-sulfamethoxazole prophylaxis for
spontaneous bacterial peritonitis.' She
was also treated with salt restriction,
spironolactone and furosemide, but ag-
gressive diuresis was precluded by pre-
renal failure. Subsequent to the sponta-
neous drainage, sterile dressings were
applied at the wound site and, because
the overlying skin showed evidence of
early cellulitis, additional oral antibi-
otics were prescribed. More frequent
(weekly) paracentesis was also sched-
uled. Surgical repair of the hernia was
not considered because the patient
asked to be treated palliatively. The pa-
tient experienced 2 further spontaneous
drainages within weeks of the initial
episode, but the wound area ultimately
healed and no infections developed.
Two months after her initial sponta-
neous drainage, the patient experienced
rupture of esophageal varices, became
encephalopathic and died.

Spontaneous drainage of peritoneal
fluid through an umbilical hernia, a rare
and potentially fatal complication, was
first described in 1901.? Umbilical her-
nias, which are common in cirrhotic pa-
tients with ascites,’ develop as a result
of a defect in the umbilical ring, allow-
ing protrusion of peritoneum, fluid,
omentum or bowel. The drainage is the
result of a break in the hernial sac
(peritoneum) and overlying skin. For

2
5]
€
>
<)
JS)
a
«
£
g
a
k]
>
?
&
S
°
5]
o
o
I
E

unknown reasons, spontaneous drain-
age is reported primarily in patients
with cirrhosis caused by alcohol,** and
ulceration of the skin over the hernia is
described before rupture in 81% of
cases.” Death after drainage can be at-
tributed to peritonitis, sepsis, hepatic
failure or renal failure.®

Other potential complications of an
umbilical hernia include incarceration
and strangulation. Because of these and
the risk of spontaneous drainage of
peritoneal fluid, many feel that surgery
should be performed,*” although the
ideal timing of the operation is difficult
to judge. High death rates (60%-
100%) associated with nonoperative
therapy have been reported,*” but these
case studies often featured variables un-
related to the spontaneous paracentesis,
including gastrointestinal hemorrhage,
liver failure and renal failure. The deci-
sion to have a delayed repair after med-
ical optimization (control of ascites,
electrolytes, nutritional status and coag-
ulation defects, and use of antibiotics)
or emergent herniorrhaphy with or
without a transjugular intrahepatic por-
tosystemic shunting (TIPS) procedure
is made on an individual basis. Elective
repair of an umbilical hernia in a pa-
tient with ascites is more likely to be
successful if the ascites is controlled and
the patient’s nutritional status and he-
patic reserve are optimized preopera-
tively.*”'* After repair, the hernia may
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recur if re-accumulation of the ascites is
not prevented.

In addition to surgical consultation,
management options include sterile
dressings at the wound site, antibiotics
or both. A peritoneovenous shunt or
TIPS procedure may also be consid-
ered. Some of the signs of potential
rupture are discoloration of the skin
overlying the umbilical hernia, ulcera-
tion or a rapid increase in size of the
hernia. Prevention of spontaneous
drainage may require repeated paracen-
tesis, diuretic therapy and use of sterile
pressure dressings, particularly in cases
of erosion and ulceration at the umbili-
cal hernia site.

Tiina Podymow

Medical Director

Inner City Health Project
Faculty of Medicine
University of Ottawa
Charles Sabbagh

Resident in Internal Medicine
University of Ottawa

Jeff Turnbull

Chief, Department of Medicine
Ottawa Hospital

Ottawa, Ont.

References

1. Singh N, Gayowski T, Yu VL, Wagener MM.
Trimethoprim-sulfamethoxazole for the prevention
of spontaneous bacterial peritonitis in cirrhosis: a
randomized trial. Ann Intern Med 1995;122:595-8.

2. Johnson JT. Ruptured umbilical hernia. Trans
South Surg Assoc 1901;14:257-68.

3. Chapman CB, Snell AM, Rowntree LG. Decom-
pensated portal cirrhosis. Report on one hundred
and twelve cases. 7AMA 1981;97(4):237-44.

4. Lemmer JH, Strodel WE, Knol JA, Eckhauser
FE. Management of spontaneous umbilical her-
nia disruption in the cirrhotic patient. Ann Surg
1983;198(1):30-4.

5. Kirkpatrick S, Schubert T. Umbilical hernia
rupture in cirrhotics with ascites. Dig Dis Sci
1988;33:762-5.

6. O’Connor M, Allen JI, Schwartz ML. Peritoneo-
venous shunt therapy for leaking ascites in the
cirrhotic patient. Ann Surg 1984;200(1):66-9.

7. Fisher J, Calkins W. Spontaneous umbilical her-
nia rupture. Am J Gastroenterol 1978;69:689-93.

8. O’Hara ET. Management of umbilical hernia.
Ann Surg 1973;181:85-7.

9. Bunt T, Mohr J. Ruptured umbilical hernia in
cirrhotic patients. South Med 7 1985;78(6):755-7.
Yonemoto R, Davidson C. Herniorrhaphy in cir-
rhosis with ascites. N Engl F Med 1956;255:733-9.

10.

741

© 2003 Canadian Medical Association or its licensors



